Perspective
A robust primary care infrastructure is essential to provide high-quality, cost-effective health care. 1 Strengthening the faltering primary care infrastructure of the United States is crucial to enhancing access to care, eliminating health disparities, reducing health care costs, and addressing the federal budgetary crisis. The most formidable obstacle to restoring the U.S. primary care infrastructure is the critical and worsening shortage of primary care physicians, especially those willing to work with patients who are underserved and often live in low-income rural and urban communities. The shortage of primary care providers is already imposing serious limits on access to care, 2 and to make matters worse, the primary care physicians graduating from residency programs today are not well prepared for modern clinical practice. 3 This poor preparation is not due to a lack of talent on the part of trainees or a lack of effort on the part of their teachers; rather, it is due to the structural deficiencies of a predominantly hospital-based approach to primary care training. 3 While graduate medical education (GME) primary care training programs struggle to expand to meet the burgeoning need for primary care physicians in the United States, community health centers (CHCs) are growing at a rapid rate. Currently, over 1,200 CHCs, dispersed throughout all 50 states, provide care for more than 20 million patients. 4 By 2019, these centers could reach over 40 million underserved children and adults, many of whom will be newly insured through the Affordable Care Act (ACA). 5, 6 Further expansion of these centers, a vital element of the primary care infrastructure, is severely constrained not only by the currently insufficient primary care workforce 2 but also by the enormous difficulties many CHC physicians face in obtaining subspecialty consultation. 7 The United States needs a more creative approach than merely maintaining the status quo and hoping for a better result.
Collaboration between the academic medicine community and CHCs holds the key. We believe that teaching hospitals (academic medical centers [AMCs]) should partner with select CHCs to develop a unique type of teaching health center (THC). The resulting model could have major long-term benefits for patients and communities while simultaneously facilitating immediate expansion of CHCs, thereby contributing to medical cost control. We envision the "CHC and academic medicine partnership" or CHAMP developing with CHCs that desire integration with AMCs to access subspecialty care, 7 that have capacity for providing a communitybased setting for both GME and health services research, and that exhibit other assets required for a successful partnership. 8 THCs are high-value settings for primary care training and workforce expansion. 
Abstract
In the United States, a worsening shortage of primary care physicians, along with structural deficiencies in their training, threaten the primary care system that is essential to ensuring access to high-quality, cost-effective health care. Community health centers (CHCs) are an underused resource that could facilitate rapid expansion of the primary care workforce and simultaneously prepare trainees for 21st-century practice. The Teaching Health Center Graduate Medical Education (THCGME) program, currently funded by the Affordable Care Act, uses CHCs as training sites for primary-care-focused graduate medical education (GME).
The authors propose that the goals of the THCGME program could be amplified by fostering partnerships between CHCs and teaching hospitals (academic medical centers [AMCs]). AMCs would encourage their primary care residency programs to expand by establishing teaching health center (THC) tracks. Modifications to the current THCGME model, facilitated by formal CHC and academic medicine partnerships (CHAMPs), would address the primary care physician shortage, produce physicians prepared for 21st-century practice, expose trainees to interprofessional education in a multidisciplinary environment, and facilitate the rapid expansion of CHC capacity.
To succeed, CHAMP THCs require a comprehensive consortium agreement designed to ensure equity between the community and academic partners; conforming with this agreement will provide the high-quality GME necessary to ensure residency accreditation. CHAMP THCs also require a federal mechanism to ensure stable, long-term funding. CHAMP THCs would develop in select CHCs that desire a partnership with AMCs and have capacity for providing a community-based setting for both GME and health services research.
are essential to addressing the primary care workforce shortage in underserved communities. 2 To illustrate, research has shown that family physicians who trained at CHCs were 2.7 times more likely to work in underserved settings than family physicians trained in other settings. 9 THCs prepare residents to work in underserved settings by providing education in community medicine, population health, cultural competency, mental health, and geriatrics. 2 In addition to preparing graduates to care for medically and socially complex populations, THCs train primary care physicians in innovative delivery models including patient-centered medical homes (PCMHs) and interdisciplinary teams. 10 We believe that the collaboration represented by CHAMPs would strengthen the U.S. primary care infrastructure by establishing patient care, teaching, and health services research programs within local communities, 11 thereby advancing an important societal mission. 12 Because of their strong, established community relationships, CHCs are ideal partners to collaborate with AMCs in widening the primary care pipeline as an essential step to building a more robust primary care infrastructure. In addition to providing additional resources for CHCs and the patients they serve, CHAMPs could link the academic resources of AMCs with the community expertise of CHCs to develop programs that prepare students from underserved communities to enter and succeed in medical school. Thus, CHAMPs would help develop the workforce serving underserved communities for not only the short-term future but also in the long-term.
The ACA provides funding for a limited number of THCs via a well-designed and extensively evaluated program designated the Teaching Health Center Graduate Medical Education (THCGME) program. 10 However, this program does not fully meet the rapidly evolving educational and health care delivery needs of the United States. Building on the success of the THCGME, a new multiprofessional, expanded THC model is needed to create the innovations necessary to expand both primary care physician education and CHC capacity for clinical service delivery in participating CHCs. Both are required elements for successful implementation of the ACA. In complementing the existing THCGME program, the CHAMP THC model we propose offers seven innovative features: The success of the ACA (which makes substantial investments in the expansion of CHCs) depends on the CHCs that will serve as major sources of primary care for the millions of Americans living in underserved areas who will gain coverage under the act. 5, 6 A recently published report by the Kaiser Commission on Medicaid and the Uninsured emphasized the critical role played by CHCs in Massachusetts health care reform. 13 CHCs should be able to help ensure that the ACA's insurance expansion is cost-effective because these practice sites have sought to deliver low-cost, community-oriented primary care since their inception. The CHAMP THC model provides an opportunity for CHCs to enhance their cost-saving capacity, as described in List 1.
The Role of Each Primary Care Discipline in a CHAMP THC
In the future, primary care physicians will increasingly lead teams that constitute a PCMH. The capability to serve as a PCMH will be an important criterion for CHCs selected to serve as a CHAMP THC.
2 Most PCMHs employ a team approach to care that involves primary care physicians, nurse practitioners, physician assistants, pharmacists, care coordinators, dentists, social workers, psychologists, dieticians, and other health care professionals. This team-based approach likely represents the practice environment of the future. A THC is an ideal setting for implementing the PCMH approach and for developing the core competencies required to master interdisciplinary collaboration. As key members of a PCMH team, primary care resident physicians will serve as a personal physician, especially for very complex patients, serve as a consultant and educator for other team members, and play a key role in data analysis for quality improvement and practice redesign. Primary care physician trainees in CHAMP THCs will also facilitate care in the "medical neighborhood" by coordinating the management and care of patients affiliated with the PCMH when interaction with hospitalists, medical or surgical subspecialists, and other health care providers is necessary. 7 Each primary care resident will bring valuable expertise to the CHAMP THC team. The family medicine residents will provide care, including preventive care, for families and for individuals across the entire age spectrum. They can also support the needs of other team members by addressing behavioral health issues, as well as women's health and obstetrical concerns. Pediatric residents will focus on care for infants, children, and adolescents-a major percentage of Medicaid patients in many CHCs. General internists, per tradition, will care for patients who have complex chronic diseases and/or multiple comorbidities. These physicians will collaborate with family physicians to provide comprehensive care to the most medically and socially complex patients.
Residents, working in teams with appropriate faculty supervision, would enable CHCs to offer expanded hours on nights and weekends-much as residents take call in hospitals. This greater access would both provide a valuable, low-cost alternative for patients who turn to emergency departments for the management of many treatable or preventable problems and reduce preventable hospital admissions due to ambulatory-care-sensitive conditions. 14 Additionally, stronger therapeutic relationships between patients and physicians developed through continuity in the outpatient setting should also decrease the need for urgent care.
An Ideal Educational Environment
Ideally, primary care training in a CHAMP THC should support the development of the competencies and skills required for future practice. The 2011 and 2010 Macy conferences set ambitious goals for reshaping GME to most effectively prepare residents for 21st-century practice. 15, 16 List 2 enumerates several ways CHAMP THCs can achieve these goals. The THC teaching structure that we propose CHAMP THCs would follow entails each faculty member supervising four residents in their primary care discipline (as described previously).
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Geriatric medicine
To address the "graying" of the United States, all primary care physicians who intend to care for adults should demonstrate competency in caring for older patients. Few young physicians, however, are pursing specialized training in geriatric medicine, 17 so most elderly patients will continue to receive their primary, acute, and postacute care from internists, family medicine physicians, or advanced practice registered nurses. Because currently fewer than 7,000 certified geriatricians are practicing, training of other personnel in geriatrics is greatly needed. 18 CHAMP THCs, like other THCs, are well positioned to enable geriatric consultants to provide needed training to primary care providers. Nursing home, hospice, and home-based health care should be an important part of a CHAMP THC curriculum.
Multispecialty group practice
A valuable characteristic of the CHAMP THC educational environment is the opportunity for trainees to master the dynamics of navigating a multispecialty group practice (MSGP). The CHAMP could facilitate subspecialty consultant availability via electronic medical records, telemedicine, and other forms of electronic communications, as well as through the "medical neighborhood" provided by a strengthened relationship with the partnering AMC; thus, in many respects, a CHAMP THC will closely resemble a MSGP. 7 Residency training in such a milieu will help primary care residents develop competencies in coordinating subspecialty care in a manner that decreases fragmentation, reduces needless tests and consultations, and optimizes outcomes. By helping residents acquire the communication skills they need to help their patients navigate a complex health care environment, CHAMP THCs should help 
Competencies
New competencies (like those related to quality improvement cycles) will likely be required of all primary care residents to meet the Accreditation Council for Graduate Medical Education (ACGME) milestones of the Next Accreditation System (NAS). 21 The ACGME began phasing in the NAS on July 1, 2013. 21 The NAS will evaluate resident achievement of milestones at various stages of training. The milestones contain expectations that residents will function as leaders and participate in team-oriented care. In addition to the requisite clinical and professional attributes, the NAS will require residents to demonstrate competence in such areas as cost-effectiveness, health literacy, and the use of health information technology which will help them work to improve the health of individuals and populations.
Interest in primary care
We believe that the attractive educational environment of CHAMP THCs will foster interest in primary care. This is a particularly important priority for internal medicine because, in many programs, less than 20% of graduating residents currently elect to practice primary care. Training within the CHAMP THC track of an existing competitive internal medicine primary care residency program would demonstrate the "academic credibility" of this career path and provide the opportunity for residents to experience a well-structured primary care delivery system. The prospect of debt repayment via the NHSC already associated with THC training is an additional incentive for choosing a primary care career.
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NHSC incentives
The NHSC has implemented a number of changes to its Scholars Program and Loan Repayment Program, which together increase the incentive for training in any THC residency, including a CHAMP THC. 22 As the median debt of health professional students continues to mount, the opportunity to receiveabove and beyond normal salary and benefits-up to $120,000 for four years of service and then $20,000 a year for each additional year of service to pay off eligible educational debt can eliminate, or at least mitigate, the financial barrier to • Providing both interprofessional (family medicine, pediatrics, internal medicine) education and interdisciplinary education (nurses, physician assistants, dentists, pharmacists) for residents
• Preparing residents for a specific career by placing them in urban versus rural community health centers (CHCs)
• Providing residents with direct faculty supervision and mentoring, formative feedback, and adequate independence
• Giving residents the opportunity to provide service to society during their training
• Allowing residents to play a role in teaching other trainees, including medical students
• Providing residents with training in the patient-centered medical home (PCMH) model
• Providing faculty development for medical resident and allied health PCMH trainees
• Modeling innovations and reforms in graduate medical education (GME) financing that are based on societal priorities
• Enhancing the role of community in GME by consumers' operational control of CHCs through their greater than 50% membership on CHC boards
• Giving residents the opportunity to be involved in nursing homes, hospice, and home care
• Providing residents with primary care training in geriatric, women's, teen, and mental health
• Developing residents' competence in the use of electronic health records (EHRs; CHCs have led implementation of EHRs)
• Encouraging residents to select a career choice of high social value through tailoring GME outcomes to social needs
• Placing emphasis on cost-effectiveness and high-quality care through providing training in quality parameters
• Responding to changes in health care delivery (e.g., accountable care organizations, global payment)
• Serving a diverse mix of CHC patients and providing training in cultural competence
• Providing residents with training in team leadership, social responsibility, and conflict management
• Focusing on population-medicine-centered training, including preventive medicine, community health, and the socioeconomic determinants of health serving disadvantaged and underserved populations as CHC staff.
A new NHSC initiative, the Student to Service (S2S) program, 23 is an application-based loan repayment program for students in their last year of medical school (when they are more committed to a primary care residency). Accepted students receive $120,000 in four payments beginning in the first year of residency, and in return they are required to provide three years of service at approved NHSC sites. S2S residents initiate loan repayment during residency training, and their service obligation begins after they complete their primary care residency. CHAMP residents who participate in the S2S program could fulfill their service at the THC where they trained, providing continuity of care for their patients. By spending up to half of their time (20 hours per week) teaching, they could fulfill their NHSC obligation 24 while helping to meet the faculty needs of the THC. The ACA authorized $1.5 billion across five years to expand the NHSC, 25 which is currently offering 100 positions per year in the S2S. Expanding this program to 1,000 positions per year would substantially increase the potential physician workforce for CHCs.
The CHAMP Medicaid ACO
The capacity to serve as a Medicaid ACO is another important feature. 26 The CHAMP Medicaid ACO would combine the subspecialist expertise, state-of-theart medical technology, and inpatient care of AMCs with the primary care expertise of CHCs. The subspecialty component of this MSGP would be facilitated by electronic consultation and point-of-care decision support tools. 26 This computerenabled multispecialty environment would be provided and financed by the ACO in conjunction with the AMC group practice, using global payments without the excessive profit margins associated with Medicaid managed care plans. 26 Training in CHAMP ACOs that engage in clinical innovations to decrease costs and increase quality would prepare THC residents to practice in the delivery systems of the 21st century. Residents would learn how to factor cost and quality into their clinical decisions. They could participate in innovative care coordination and disease management programs and (as mentioned) learn quality improvement skills and use point-of-care decision support tools. Developing these competencies would prepare CHAMP THC residents to succeed under the value-based payment models, such as pay-for-performance, bundled payments, and capitated payments, that will be increasingly common in their future practice.
A CHAMP Medicaid ACO may need to forge partnerships with nursing homes, behavioral health providers, and social service agencies to meet the complex needs of vulnerable populations. These partners would provide valuable training experiences for CHAMP ACO primary care residents. Further, because untreated behavioral health conditions and social factors are often major drivers of the preventable hospitalizations and readmissions, such strategic partnerships would help the CHAMP Medicaid ACO achieve cost savings. 27 The shared savings generated by the CHAMP ACO through the cost savings achieved by decreasing preventable admissions would also benefit the CHC. Reinvestment of shared savings would provide an important revenue stream to support innovation by both the AMC and CHC.
Adopting the ACO payment model increases the financial viability of CHAMP THCs by reducing the financial barriers to their implementation. CHAMP Medicaid ACOs are ideally positioned to take advantage of Medicaid Integrated Care Models, developed by the Centers for Medicare and Medicaid Services to allow states to develop Medicaid shared savings methodologies through providers such as AMCs and CHCs. 28 The CHC would contribute robust PCMHs that reduce preventable hospitalizations and readmissions for medically and socially complex Medicaid beneficiaries, which is essential to achieving cost savings in ACOs. 29 The AMC would contribute greater financial resources and more experience managing the downside risk required in many shared savings models. By combining the best elements of AMCs and CHCs, Medicaid CHAMP ACOs could deliver high-quality, cost-effective care while training the next generation of health care professionals to effectively function in a group practice and a global payment environment.
Controlling Medicaid costs will almost certainly be part of any long-term federal budget agreement. The Center for Medicare and Medicaid Innovation (CMMI), funded at $1 billion per year over 10 years by the ACA, could expand its existing Medicare ACO models after determining whether CHAMP Medicare ACOs achieve cost savings and quality improvements for Medicaid beneficiaries. CMMI has prioritized new models of workforce development and deployment in previous initiatives such as the Health Care Innovation Awards. An initiative supporting CHAMP ACOs would pilot an innovative approach to preparing primary care physicians to practice in new care delivery models.
The CHAMP Consortium Agreement
The CHAMP consortium agreement would create a formal, contractual partnership entity under joint governance of the CHC and the AMC; this entity would oversee the CHAMP THC "track" of each affiliated residency program (Figure 1) . Such an entity, clearly recognized by the ACGME (for purpose of accreditation) and the Centers for Medicare and Medicaid Services (for the purpose of Medicare GME reimbursement), would constitute an academic consortium model. 30, 31 The CHAMP consortium would be designed to function under the existing ACGME accreditation that accredits both the sponsoring institution and individual programs within the AMC teaching hospital, overcoming one of the major administrative and economic challenges encountered in establishing current THCGME programs. The relationship between the CHAMP consortium and the AMC teaching hospital would be governed by the "Participating Institution" requirements of the ACGME, thereby precluding the need for independent institutional or program accreditation of the THC. The details of this arrangement would have to satisfy CHC federal funding mandates and would differ from the current THCGME program requirements. Program-level GME funding-both direct and indirect for inpatient training for the CHAMP track residents-would flow via the CHAMP consortium to the AMC where the THC residents receive their hospitalbased training (Figure 2) . Similarly, the CHC will receive funds through the CHAMP consortium for outpatient training accomplished in the THC.
Governance of the CHAMP THC programs would reside within the consortium, a joint venture of the CHC and AMC, in which the participating CHCs would have an equal role as consortium partners. The consortium would have the obligation to distribute GME funds to the participants (the AMC and the CHC). Each of the three specialty residency programs would create their own CHAMP THC track, funded through the CHAMP consortium. Administrative and accreditation procedures would remain the responsibility of each of the three ACGME-accredited AMC residency programs (Figure 1) , with required input from the consortium for only the CHAMP THC track. Each program would designate a CHAMP THC faculty member from the discipline to serve as both the track director and the THC site director (for oversight of resident activities at the CHC). The consortium agreement would also require the THC's leaders to serve on the AMC's GME committee. As noted, each primary care residency program would expand its resident complement by four funded positions per year, creating significant incentive for AMCs to participate and create a CHAMP THC track within each primary care program. The requirement that all three primary care residencies participate would need to be flexible because some CHCs may not have an adequate number of pediatric patients to support a pediatric residency program. Funding of these incremental positions would flow through the CHAMP consortium to both the AMC and CHC, as described, providing both incentive for the AMC to participate and leverage for the CHC to engage as an equal partner. To facilitate the formation of consortia, the ACGME could provide a template for a consortium agreement when an application for a CHAMP THC track was initiated.
This model has clear benefits. First, the CHAMP consortium does not require that the THC independently achieve ACGME institutional accreditation, nor does it require creation of a newly accredited residency program in each specialty. Rather, institutional accreditation remains with the already-accredited AMC, and the CHAMP THC track would need to conform to the CHAMP consortium agreement. The establishment of CHAMP tracks in each of the three required residency programs would be accomplished by submitting requests to each of the respective ACGME Residency Review Committees to expand the AMC's existing primary care residency programs and to approve the THC as a participating institution in the program. Second, the THC will not be required to create a duplicative administrative infrastructure for each accredited track, thereby minimizing the administrative and fiscal burden of the CHC and enhancing the feasibility of participation. Third, the time to approval by ACGME would be accomplished in a few months if not a few weeks, rather than in the 12 to 18 months sometimes required to approve a new THCGME program. Fourth, the flow of funds that we have described (Figure 2 ) would provide the CHC with sufficient leverage in its relationship with the AMC and its residency programs to preclude unilateral action by the AMC. This joint funding would foster truly collaborative and equal relationships. Finally, the model permits engagement of more than one AMC in a CHAMP consortium, which enables the involvement of an independent children's hospital.
Funding of CHAMP THCs
The funding of GME costs for CHAMP THCs could be accomplished by a modification of the Centers for Medicare and Medicaid Services mechanism supporting the direct and indirect costs of GME. This modified funding mechanism would require an effective CHAMP THC consortium agreement, mandating the guidelines for governance and flow of funds necessary to ensure continued high-quality GME in both the CHC and AMC, which, in turn, would help ensure ACGME accreditation of the CHAMP THC tracks (Figure 1 ). For support of each participating AMC, the Centers for Medicare and Medicaid Services would direct to the consortium the appropriate annual per-resident amount of direct medical education funding, as well as the increment in indirect medical education payment related to the increased number of AMC THC track positions (Figure 2) . The consortium would receive a perresident amount of $150,000 per year to support CHCs for the third year of ambulatory training, an amount similar to that established for the current THCGME program. 10 The consortium agreement would require payment of all CHC GME costs, including those incurred in Figure 1 The community health center (CHC) and academic medicine partnership (CHAMP) consortium model's accreditation process. AMC indicates academic medical center; GMEC, graduate medical education committee; ACGME, Accreditation Council for Graduate Medical Education. This figure depicts the maintenance of ACGME accreditation for the institution and for individual specialty programs by the AMC. The three shaded links to the THC represent the CHAMP program tracks, each of which supports four residents per year. The THC assumes administrative authority and responsibility for the THC portion of the educational effort. The CHAMP (CHC-AMC) Consortium, described in the text, is a joint entity involving the THC leadership and the AMC (teaching hospital), with links at both the program and institutional levels. THC leaders are members of the AMC GMEC. The linkage at both the program level and the GME-THC level assures that input, oversight, and governance responsibilities are shared for these tracks by both the AMC and the THC.
providing the residents' THC continuity clinics 2 during the first two years of their training; these costs would be covered by the AMC consortium support. Assuming an average 30% Medicare inpatient load, thus a per-resident amount of $30,000 for direct medical education funding, and additional indirect medical education support of $60,000 per CHAMP THC track resident, these 1,000 first-year positions located in 83 programs would require $90 million. Thus, a total AMC support of $180 million per year would be required for the first two years of inpatient training. If CHAMP THCs receive the same $150,000-per-resident amount for year three ambulatory training as the THCGME program, 10 the total yearly cost of the 3,000 CHAMP THC positions when 83 three-year programs have been fully implemented would be approximately $330 million per year. If additional Medicare GME funding was unavailable, reallocating approximately 5% of the current $6.5 billion per year that funds Centers for Medicaid and Medicare Services indirect medical education would achieve budget neutrality. If Health Resources and Services Administration (HRSA) funding were maintained for pediatric GME, the Medicare costs could be reduced if the one-third of the residents who are pediatric trainees were supported by HRSA.
Using the current Medicare GME funding mechanism in this manner would support CHAMP training tracks with stable and sustainable long-term funding, thereby reassuring prospective residents and faculty members of long-term stability. The proposed flow of funds (Figure 2 ) would guarantee that both CHCs and AMCs would receive adequate support. Participating hospitals would receive their full direct and indirect medical education support per CHAMP THC resident from the consortium during inpatient training. Thus, previously capped hospitals would gain support for an increased number of residents and would require fewer hospitalists to staff services not covered by residents.
Conclusion
Linking ambulatory primary care GME with care of the underserved was first proposed more than 25 years ago. 32 Family medicine pioneered the development of THCs, which have produced excellent outcomes in trainee satisfaction and in graduates' pursuit of primary care careers, often focused on the underserved. 9 The ACA's THCGME program builds on this experience. It funds predominantly family medicine programs with varying levels of academic medicine partnerships and will undergo rigorous evaluation. 10 We believe that the rapidly growing demand for health care requires rapid expansion of THCs to meet those health care needs and to benefit U.S. medicine. The various CHAMP THC features we have described support this expansion and can serve to complement the current THCGME program (Chart 1), which serves as an essential training venue for primary care in such areas as rural health, dentistry, psychiatry, and geriatrics.
We have proposed a sustainable, longterm federal mechanism to fund a substantial number of CHAMP THCs. The stability of this mechanism, 23 as well as numerous advantages for participating AMCs and CHCs, should provide incentive for developing CHAMP THCs. Given compelling evidence of THC effectiveness, 2, 9 and the urgency of expanding the supply of primary care physicians, we believe that the initiative to create CHAMP THCs should begin without delay. The program that we propose could quickly produce 1,000 Figure 2 The community health center (CHC) and academic medicine partnership (CHAMP) consortium model's funding mechanism, with the internal medicine CHAMP teaching health center (THC) track shown as an example. Here the AMC (academic medical center or teaching hospital) would be accredited by the Accreditation Council for Graduate Medical Education (ACGME); the internal medicine program would also be accredited by the ACGME; and the internal medicine CHAMP THC track (and site) would be approved by the residency review committee. In a traditional funding mechanism, the Centers for Medicaid and Medicare (CMS) would send direct and indirect graduate medical education (GME) funds to the AMC for existing internal medicine residents. In the CHAMP THC funding mechanism, GME perresident funds from CMS flow to the CHAMP THC Consortium for internal medicine CHAMP THC residents. From the consortium, the funds (A) flow to the AMC for the direct and indirect GME expenses of hospital residency training. From the consortium, CHAMP THC (B) funding flows to the THC for the expenses of resident training for time spent in THC (see text for full details).
additional primary care physicians per year. More innovative CHAMP THC features, such as the potential for Medicaid ACOs, could be tested with the support of the CMMI.
CHAMP THCs have the potential to reshape primary care GME, attracting more students into primary care residency programs and preparing an expanded cadre of residents for practice in the 21st century. Although medical school enrollment is on track to reach a 30% increase by 2016, 33 this increase will not substantially impact the nation's primary care workforce shortage without a concomitant increase in primary care residency positions. The number of federally supported residency training positions has remained essentially unchanged for 15 years since Congress enacted a freeze as part of the Balanced Budget Act of 1997. 34 Thus, currently proposed GME expansion legislation is an important initiative. Its inclusion of 1,000 CHAMP THC positions per year would be an excellent mechanism to target a compelling societal need.
Participation in a CHAMP provides AMCs with the opportunity to partner in an essential societal mission-rebuilding our nation's primary care infrastructure. We describe how the CHAMP THC would enable rapid expansion of primary care GME in a manner designed to prepare physicians for practice in the 21st century. We also describe accreditation and funding mechanisms that would facilitate development and expansion of the current THCGME model. Properly implemented, CHAMP THCs can effectively reverse the growing shortfall in primary care providers, particularly for low-income and vulnerable populations.
